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Abstract
Evidence for a single underlying factor structure of posttraumatic stress disorder (PTSD) in children remains elusive. We 
assessed the underlying factor structure of the Child PTSD Symptom Scale through exploratory (EFA) and confirmatory 
factor analyses (CFA) in 570 survivors of the 2015 Gorkha earthquake in Nepal. The EFA suggests that the three-factor 
DSM-IV model fit these data best. The CFA suggests that while the DSM-IV model adequately fit these data, the four-factor 
King model fit them better. There was no evidence of differential item functioning by age or gender, and internal consistency 
of the scale was high. PTSD (overall or by factor) was not correlated with functional impairment. Inconsistent psychometric 
results across contexts and methodologies suggest that our current theoretical conceptualizations and empirical models of 
posttraumatic stress are lacking. Future studies must both document the instrument properties to assure internal validity and 
cross-study comparisons and, bolstered by increased psychometric data and analyses, rework theoretical models of PTSD 
with improved cross-cultural validity.
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Introduction
How, and by whom, posttraumatic stress disorder (PTSD) 
is defined and ultimately measured is a topic of much 
debate. As defined by the fifth edition of the Diagnostic 
and Statistical Manual of Mental Disorders, PTSD is a com-
posite diagnosis of twenty symptoms across four symptom 
factor clusters (concerning instruction, avoidance, negative 
mood and cognition, and arousal) [1]. Given the high levels 
of exposure to potentially traumatic events (PTE) during 
childhood [2], PTSD is a common diagnosis among chil-
dren and adolescents [3]; and has been linked to severe indi-
vidual, familial, and societal consequences across the life-
course [4]. Children who have experienced traumatic events 
can show signs of depression, anxiety, PTSD [5], problem-
atic substance use [4], suicidality [6], externalizing disorders 
[7], risky sexual behavior [8], and attention difficulties [2].
There is inconsistent empirical support for a universal 
factor structure of PTSD. As a relatively newly identified 
psychiatric disorder (codified in 1980, DSM-III) [9], PTSD’s 
construct validity [10] and precise symptom structure [11] 
are still being debated. Multiple models of PTSD have been 
proposed and tested empirically, the most commonly tested 
and validated include a single-factor [12] (often included in 
factor analyses as a comparison model) [10], two-factor (re-
experiencing and avoidance/arousal) [13], multiple three-
factor and four-factor models.
The factor standard for over 30 years, the tripartite DSM-
IV-TR [14] assumes a three-factor structure organized 
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around symptom factors of re-experiencing, avoidance, and 
hyperarousal. While this model has been extensively studied 
and fit best in a number of studies on diverse populations 
[15–17], it has also been consistently challenged [9], with 
some evidence that the addition of an overarching universal 
PTSD factor (hierarchical factor) can improve model fit [17]. 
Another three-factor model specifies factors of intrusion (or 
active avoidance), numbing, and arousal, has been the best 
fitting model across contexts [18] and against the DSM-IV 
structure [19]. A more recent three-factor dysphoria model, 
comprising of intrusion (or active avoidance), dysphoria, 
and arousal has also been identified in both exploratory [20] 
and confirmatory [21] factor analyses.
Multiple four-factor models have been identified and con-
firmed across diverse populations. The updated four-factor 
DSM-5 specifies four symptom clusters of intrusive recol-
lection, avoidance, negative mood and cognition, and arousal 
[1]. The DSM-5 model has been found to be best-fitting 
or well-fitting in a number of studies [22]. The four-factor 
numbing model (re-experiencing, avoidance, numbing, and 
hyperarousal), developed by King and King in 1998 [23], 
has been the best fitting model previously [24]. A similar 
four-factor dysphoria model (re-experiencing, avoidance, 
hyperarousal and dysphoria) [10] has substantial evidence 
for its use [25]. There is evidence that the four-factor numb-
ing and dysphoria models may fit similarly with slight dif-
ferences based on study subpopulations by language [12] 
and age [19]. Given inconsistent comparison models (for 
example, no one model has been included in all CFA analy-
ses), there is little consensus on the underlying symptom 
factor structure of PTSD.
In young children, PTSD symptoms may manifest dif-
ferently than for older children and adults—for example, 
re-experiencing in the DSM-IV may take the form of expres-
sive play related to the trauma or re-enactment [1, 14]. In 
addition, the diagnostic threshold in DSM-5 is lessened for 
young children, given evidence that the DSM-IV under-
diagnosed PTSD in this age group [26].
Although there is strong evidence that the symptoms of 
PTSD manifest differently in children, very few studies have 
examined the factor structure of PTSD using youth popula-
tions, and even fewer in non-Western, low-income countries 
[27]. This study aims to identify the underlying factor struc-
ture of PTSD among youth survivors of the 2015 Gorkha 
earthquake in Nepal and assess the psychometric properties 
of part 1 of the Child PTSD Symptom Scale (CPSS), a com-
monly used PTSD measurement tool, within a comparatively 
large (n = 570) sample.
Setting
On April 25, 2015, a 7.8 magnitude earthquake struck 
central Nepal, 48 miles northwest of Kathmandu, and was 
followed by multiple aftershocks, including one of 7.3 mag-
nitude [28]. It is estimated that 8,702 lives were lost, 22,203 
persons were injured and close to ten million people in 31 of 
the 75 districts were affected [28, 29]. Nepal’s Post Disas-
ter Needs Assessment (PDNA) priced damage at $7 billion, 
greatly affecting housing, public and private health facili-
ties, and schools [29]. Three percent of the population of 
Nepal—at the time, already one of the poorest countries on 
the planet with an average monthly household income was 
$271.03 [30]—were pushed into poverty as a result of the 
earthquakes [28]. Mental health care in Nepal is limited, 
and most providers are concentrated in major population 
centers [31].
The Child PTSD Symptom Scale (CPSS)
The CPSS is a tool for assessing self-reported PTSD 
symptom severity in children and adolescents [32]. It was 
developed among 75 school-age children ages 8 through 
15, two years after the Northridge California earthquakes 
in 1994. The CPSS consists of 24 items: the first 17 (part 
1) assess PTSD symptom severity according to the DSM-
IV three cluster model, the rest (part 2) evaluate functional 
impairment.
The CPSS has been translated and fielded in Hebrew 
[19], Indonesian [33], Korean, Spanish [12, 16, 34], Rus-
sian, Turkish [15], and Nepalese [35] (Table 1). Few studies 
have been conducted specifically to validate the CPSS in 
languages other than English and to test it across different 
cultures. Part 1 of the Nepalese version of the CPSS was 
found to have good sensitivity and specificity [35].
Methods
Participants and Procedures
The current analyses use baseline data from a longitudinal 
study of the effectiveness of Child Friendly Spaces (CFS), 
a psychosocial intervention given to Nepali youth and ado-
lescents after the 2015 earthquakes [36]. Children nine to 
18 years old who were registered for programming at these 
intervention sites were recruited for participation. Addi-
tionally, it was required that at least one primary caregiver 
provide consent for inclusion in the study and that partici-
pants were able to complete a verbal questionnaire in Nepali. 
Those who entered the study were interviewed in private 
near intervention sites between May and July 2015. These 
intervention sites were located in districts that had been 
severely damaged as a result of the earthquakes and were 
selected based on programmatic scheduling. In addition to 
administering the CPSS, interviewers evaluated participants’ 
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overall wellbeing, mental health, and child protection needs. 
All interviews were completed in Nepali.
Instruments
The Child Posttraumatic Stress Disorder Symptom Scale 
(CPSS): The current study used a version of the CPSS pre-
viouslytranslated and validated from the original English 
into Nepali [35]. The multi-step translation process included 
review by Nepali mental health professionals and children 
for comprehensibility, acceptability, relevance, and com-
pleteness. The translated CPSS was then compared to struc-
tured clinical interviews for validation. Compete details have 
been published previously [35].
CPSS Part 1 [32]. The first 17 items of the CPSS assess 
PTSD severity in children aged 8–18. Respondents are given 
a list of common symptoms such as “having bad dreams 
or nightmares” and choose how often it has bothered them 
in the past two weeks. Response options are “not at all or 
only at one time” (0), “once a week or less/once in a while” 
(1), “2 to 4 times a week/half the time” (2), and “5 or more 
times a week/almost always” (3). The scale corresponds to 
the symptom structure for PTSD in the Diagnostic and Sta-
tistical Manual of Mental Disorders (DSM-IV) [32]. Scores 
can be calculated on an aggregate level or for each of the 
re-experiencing, avoidance, and hyperarousal subscales.
CPSS: Part 2. The second seven questions of the CPSS 
measure child functional impairment. Respondents are asked 
if the symptoms they reported in part 1 have negatively 
affected their relationships, responsibilities, and general 
happiness over the past two weeks (yes or no).
The study was funded by World Vision International, an 
Elrha R2HC award from the Wellcome Trust and DFID, 
and the National Institute of Mental Health (T32MH096724 
and R01MH110872). It was approved by the Institutional 
Review Boards at Columbia University and the Child Protec-
tion Working Group, co-chaired by UNICEF and the Gov-
ernment of Nepal.
Data Analysis
Factor analyses were conducted in Mplus version 7.2 [37]. 
Database management, descriptive statistics, and all other 
analyses were performed using STATA version 15.1. Cat-
egorical variables were summarized by frequency and per-
cent, while continuous variables were summarized by mean 
and standard deviation.
Factor Analyses
The complete sample was randomly separated into two 
equally sized datasets, one for exploratory factor analysis 
(EFA, validation dataset) and another for confirmatory factor 
analysis (CFA, confirmation dataset) of the CPSS items. 
Each dataset included 285 participants. EFA analyses were 
conducted to better understand the validity of the factor 
structure and determine the best fitting model. Due to the 
Likert-type scale used in the CPSS, inputs were based on 
polychoric correlation matrices while threshold and param-
eter estimation were based on weighted least-squares with 
mean and variance adjustment (WLSMV). The correlation 
matrix was created to understand the item response structure 
and test for appropriate underlying correlation structure for 
model specification. We used Geomin oblique rotation to 
allow for correlations between the factors (and interdepend-
ence between CPSS items). We then computed eigenvalues 
and kept factors based on the Kaiser-Guttman (eigenvalues 
less than one are dropped) [38] and Scree plot elbow eigen-
value evaluation [39] rules to identify approximately how 
many factors were explaining most of the variability in the 
data. Based on these results, we fit one- through four-fac-
tor models and evaluated their overall fit using the follow-
ing fit statistics: root mean square error of approximation 
(RMSEA) [40], standardized root-mean-square residual 
(SRMR) [41], comparative fit index (CFI) [42], and Tucker-
Lewis index (TLI) [43], in addition to Chi-square goodness 
of fit tests. An RMSEA less than 0.06, SRMR less than 0.08, 
CFI greater than 0.95, TLI greater 0.95 [44], and nonsignifi-
cant Chi-square test (p > 0.05) indicated good fit. Finally, we 
used Chi-square difference tests to compare nested models, 
two at a time, where a significant result (p < 0.05) indicated 
better fit of the larger model. A model that best fit the EFA 
dataset was chosen considering these factors and the overall 
interpretability of the model.
Confirmatory factor analyses were then conducted in 
the separate confirmation dataset using MPlus version 7.2. 
Using the confirmation dataset, we compared the model cho-
sen in the EFA to other commonly validated PTSD models 
measured by the CPSS in the literature: (1) PTS single-fac-
tor, (2) two-factor re-experiencing and avoidance/arousal 
[13], (3) three-factor EFA model, (4) DSM-IV [14], (5) 
DSM-IV model with 3 factors and 1 common hierarchical 
factor, (6) 3-factor dysphoria [20, 21], (7) King four-factor 
“numbing” [23], and (8) Simms four-factor “dysphoria” 
[10] (Supplementary Table S1). We compared the model 
fit using the Chi-square goodness of fit test, RMSEA, CFI, 
TLI, and SRMR and used the cutoff values as listed above. 
We examined Akaike information criterion (AIC) [45] and 
Bayesian information criterion (BIC) [46] for each model. 
The smaller the AIC and BIC were, the better the model fit 
was considered to be.
After determining the best fitting model from the CFA, 
we assessed differential item functioning (DIF) to see if age 
(13–18 vs. 9–12) or sex (female vs. male) was predicting 
CPSS item responses above and beyond the factors. We 
created a multiple indicators multiple causes (MIMIC) [47] 
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model based on the CFA model by adding paths from age 
and gender to each of the CPSS variables. Large modifica-
tion indices (≥ 10) [37] for age or gender on any of the CPSS 
variables would suggest the existence of DIF, i.e., that our 
model would improve by adding paths from age or gender 
to any of the CPSS variables [48].
Additional Analyses
We evaluated internal consistency using Cronbach’s 
alphas. Deleted item alphas were additionally calculated 
to determine if the removal of any item would improve 
internal consistency. We examined the association between 
DSM-IV PTSD symptom clusters (re-experiencing, avoid-
ance, and hyperarousal) and total part 2 CPSS score, a 
measure of functional impairment [24].
Results
There were 570 participants (46.5% girls) between the ages 
of nine and 17 years old with a mean age of 11.24 years 
(SD = 1.60), in the final sample; with 285 being randomly 
allocated to each stratified dataset (Table 2).
Table 2  Descriptive statistics
EFA exploratory factor analysis, CFA confirmatory factor analysis; Family vulnerability is based on > 1 
endorsement and was issued as a Y/N question. PTSD posttraumatic stress disorder, CPSS child PTSD 
symptom scale: 17-item scale measuring PTSD symptoms, higher score indicates greater symptoms and 
frequency, score of 20 or more indicates probable PTSD
Variable Complete sample 
(N = 570)
EFA (N = 285) CFA (N = 285)
N (%) / Mean (SD)
Age (years) 11.2 (1.6) 11.2 (1.6) 11.2 (1.7)
Female 265 (46.5) 124 (43.5) 141 (49.5)
Residential district
 Kathmandu 181 (31.8) 86 (30.2) 95 (33.3)
 Lalitpur 40 (7.0) 23 (8.1) 17 (6.0)
 Sindhipalchowk 60 (10.5) 29 (10.2) 31 (10.9)
 Dolakha 289 (50.7) 147 (51.6) 142 (49.8)
Ethnicity
 Brahman, Chhetri, Thakuri (BCT) 257 (45.1) 124 (43.5) 133 (46.7)
 Magar/Gurung/Tamang/Rai 185 (32.5) 93 (32.6) 92 (32.3)
 Newar 53 (9.3) 26 (9.1) 27 (9.5)
 Dalit 60 (10.5) 34 (11.9) 26 (9.1)
 Other 15 (2.6) 8 (2.8) 7 (2.5)
Religion
 Hindu 421 (73.9) 212 (74.4) 209 (73.3)
 Buddhist 133 (23.3) 64 (22.5) 69 (24.2)
 Christian 9 (1.6) 4 (1.4) 5 (1.8)
 Other 7 (1.2) 5 (1.8) 2 (0.7)
Primary language
 Nepali 399 (70) 197 (69.1) 202 (70.9)
 Newari 32 (5.6) 18 (6.3) 14 (4.9)
 Tamang 137 (24) 69 (24.2) 68 (23.9)
 Other 2 (0.4) 1 (0.4) 1 (0.4)
Has birth certificate (N = 466) 414 (88.8) 206 (90.0) 208 (87.8)
Family is vulnerable 69 (12.1) 38 (13.3) 31 (10.9)
Attends school 297 (52.1) 154 (54) 143 (50.2)
Displaced by earthquake 349 (61.2) 173 (60.7) 176 (61.8)
Mental health and psychosocial outcomes
 PTSD screen positive based on CPSS 391 (68.6) 197 (69.1) 194 (68.1)
 CPSS: Part 1, stress symptoms 22.5 (8.8) 22.9 (8.5) 22.1 (9.1)
 CPSS: Part 2, functional impairment 6.4 (0.9) 6.3 (0.9) 6.4 (0.9)
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EFA
The EFA produced eigenvalues of 4.94, 1.36, 1.21, 1.01, 
0.96, 0.94, 0.88, 0.81, 0.72, 0.66, 0.62, 0.60, 0.55, 0.52, 
0.46, 0.42, and 0.35. There were four eigenvalues greater 
than 1.0; these four factors explained 50% of total variance 
in the data. There were two clear inflection points in the 
scree plot, one at two factors and one at four factors (Fig. 
S1, Available Online).
Based on fit statistics and interpretability, a three-factor 
model was determined to best fit the data. In this model, 
three items loaded significantly onto a re-experiencing fac-
tor, eight onto an avoidance factor and the remaining six 
onto an arousal factor (Table 3). The Chi-square difference 
test was significant for the two-factor compared to the three-
factor model (χ2 (15) = 41.04; p < 0.001), and the three-
factor compared to the four-factor model (χ2 (14) = 33.92; 
p = 0.002). Based on fit statistics alone, the four-factor model 
fit the data best, but had only one item loaded onto factor 
one.
CFA
The EFA three-factor model was evaluated among other 
existing models identified in the PTSD factor structure 
literature. In this context, all except the one- and two-fac-
tor models had at least adequate fit. The DSM IV, DSM 
IV+1 hierarchical, and four-factor King model all fit the 
data well, though the four-factor King model was ulti-
mately determined to have the best fit (RMSEA = 0.035, 
CFI = 0.950, TLI = 0.940, SRMR = 0.027, AIC = 12,909.44, 
BIC = 13,117.63). Although the DSM IV and DSM IV+1 
hierarchical model had the smallest BICs, the King model 
slightly outperformed on all other criteria. The fit indices for 
the DSM IV and DSM IV+1 hierarchal models were equal 
(Table 4). The King model factors were somewhat inter-
correlated (Table S2, Available Online).
DIF and Internal Consistency
There was no evidence of DIF by age or gender using the 
four-factor King model. The Cronbach’s alpha for the 17 
CPSS part 1 items was 0.83. The deletions of each item 
individually resulted in decreased alphas, indicating that all 
17 items should be retained.
Correlations with Functional Impairment
Overall PTSD (r = 0.0511), re-experiencing (r = 0.0194), 
avoidance (r =  − 0.0212), intrusion (r = 0.1168) and hypera-
rousal (r = 0.0342) symptom severities were not correlated 
with functional impairment. The Cronbach’s alpha for the 
seven CPSS part 2 items was 0.47. Removal of the “doing 
your prayers” item resulted in a slightly increased alpha of 
0.54; removing any of the other items resulted in decreased 
alphas.
Discussion
This study assessed the factor structure and validity of the 
CPSS, a widely used measure of PTSD severity, in a sample 
of Nepalese children and adolescents exposed to the 2015 
Gorkha earthquake. The results of the EFA suggested a 
three-factor model fit these data best. However, when this 
model was evaluated in a CFA context with other existing 
models from the literature, the four-factor “numbing” model 
was found to fit best. The three-factor DSM-IV model also 
fit the data well. The DSM-IV+1 hierarchal model, which 
assumes the three DSM-IV factors are nested into an addi-
tional PTSD factor, fit identically to the DSM-IV model, 
suggesting that the additional factor is not necessary. There 
was no evidence of DIF by age or gender, and internal con-
sistency of part 1 of the scale was high. However, part 2 
of the scale, measuring functional impairment, showed low 
internal consistency. Neither overall PTSD nor any of the 
symptom clusters (re-experiencing, avoidance, and hypera-
rousal) were correlated with functional impairment.
The results of the factor analysis are in agreement with 
studies from the United States [12, 24] and Israel [19] that 
found the four-factor “numbing” model to fit the best. Our 
results also point to the DSM-IV model as well-fitting, 
which the CPSS is meant to map onto [32] and other studies 
[15, 16] have supported. Other studies have generally found 
the CPSS to have high internal consistency for both the total 
and subscale scores [12, 15, 16, 19, 24, 32, 34, 35, 49].
A recent study [49] found that a one-factor model best fit 
their sample of students from rural Mississippi, though in 
our sample, the one-factor model had the worst fit. While 
the four factor “numbing” and “dysphoria” models fit sam-
ples with various age groups, study countries, languages of 
administration, and trauma exposures, this paper evaluated 
posttraumatic stress symptoms related to the participants 
self-identified “most distressing event” [49]. It is unclear 
whether these exposures are comparable to other studies 
which include group traumas such as natural disasters, and 
other studies that ask participants to similarly self-identify 
traumatic exposures. Future research should collect as much 
information as possible about the traumas experienced by 
participants, even if they are varied. The sample in this study 
was also on the older side, ranging from ages 11 to 18, while 
most included children as young as eight. However, another 
study that included children and adolescents aged 13 to 17 
found the one-factor model to be worst-fitting [34].
Few studies have assessed the psychometric properties 
of the functional impairment section of the CPSS. Those 
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that have found the functional impairment section of the 
CPSS to have high internal consistency [15, 49] and a high 
correlation with the symptom severity section [24, 32]. 
Although one study found low internal consistency of this 
section, it became very high after removing the item asking 
about “general happiness with life” [32]. The low internal 
consistency and correlation with symptom severity found 
in our sample raise concerns for the use of the functional 
impairment section in Nepal. More research is needed to 
understand how functional impairment, as measured by the 
CPSS, manifests in different populations.
This study has limitations. We did not have pre-earth-
quake data describing the mental health of the children and 
adolescents affected by the 2015 Gorkha earthquake. We do 
not know if some children and adolescents had pre-existing 
PTSD symptoms and how the earthquake affected them. 
Additionally, as the data was not collected for scale valida-
tion purposes, there was no gold standard or clinical diag-
nosis to compare the CPSS to; particularly worrisome when 
we consider the lack of correlations with functional impair-
ment, a central diagnostic component of PTSD. Finally, the 
age range of included children and adolescents was nine to 
17, but the CPSS was designed for those aged eight to 18. 
Strengths of the study include the large sample size and rela-
tively fast time to PTSD assessment (six to ten weeks). A 
shorter time period between earthquake exposure and CPSS 
administration leaves less time for other events, such as vio-
lence common in resettlement camps [50], to occur in the 
children and adolescents’ lives, which may affect the results.
The primary challenge to placing these findings into 
the context of existing literature is the dearth of studies 
that have assessed the factor structure of PTSD in children 
and adolescents. While children’s mental health is one of 
the most difficult heath conditions to measure, it is time 
to address this persistently large gap between informa-
tion needs and existing data. The lack of sufficient and 
appropriate data for the study of children’s mental health 
has been often attributed to measurement challenges, par-
ticularly contextually appropriate measurement tools. This 
challenge is even more pervasive in non-Western, low-
income settings than the Western high-income societies 
where most of the measurement tools are designed and 
used. An evaluation of measurement tools developed and 
used in diverse economic and cultural environments, espe-
cially in resource-poor, non-Western settings, provides 
important information to researchers. More factor analyses 
need to be run on diverse samples (age, country, language, 
exposure) to be able to confirm the most appropriate model 
for children and adolescents experiencing PTSD.
Additionally, application of the Research Domain Cri-
teria (RDoc) framework—with a symptom domain rather 
than diagnostic threshold focus—to the design, imple-
mentation, analysis, and interpretation of future studies 
could improve our understanding of PTSD validity cross-
culturally [51]. RDoc is a potentially useful framework, 
especially when looking at PTSD in trauma-exposed 
children and adolescents, since it includes children who 
may otherwise be excluded due to strict diagnostic criteria 
[52–54]. In addition, improved and standardized collection 
of demographic, cultural, and exposure data will help us 
identify the factors, if any, that lead to different expression 
of PTSD symptoms in children and adolescents. Conse-
quently, this provides much needed information that could 
help support data collection and provide much needed 
information to policy makers.
Table 4  Fit indices for models 
of posttraumatic stress disorder 
evaluated in CFA
Model 1 = 1-factor (PTS); Model 2 = 2-factor (re-experiencing, avoidance/arousal); Model 3 = 3-factor EFA 
(avoidance, re-experiencing, arousal); Model 4 = 3-factor (re-experiencing, avoidance, hyperarousal; DSM-
IV); Model 5 = 3-factor with 1 common hierarchical factor (re-experiencing, avoidance, hyperarousal; 
DSM-IV); Model 6 = 3-factor (dysphoria, intrusion/avoidance, hyperarousal; Griesel); Model 7 = 4-factor 
(avoidance, numbing, re-experiencing, hyperarousal; King); Model 8 = 4-factor, (re-experiencing, avoid-
ance, dysphoria, hyperarousal; Simms)
Bolded values indicate the strongest model(s) per fit index
a > 0.95 indicates good fit
b Lower value indicates better fit
Model c2 (df) RMSEA CFIa TLIa SRMR AICb BICb
1 911.939 (136) 0.141 (0.133–0.150) 0 0 0.221 13,739.605 13,863.789
2 393.352 (123) 0.088 (0.078–0.098) 0.652 0.615 0.146 13,165.691 13,337.358
EFA 3 196.925 (116) 0.049 (0.037–0.061) 0.896 0.878 0.054 12,954.396 13,151.631
4 165.770 (116) 0.039 (0.024–0.052) 0.936 0.925 0.049 12,920.045 13,117.280
5 165.771 (116) 0.039 (0.024–0.052) 0.936 0.925 0.049 12,920.045 13,117.280
6 184.705 (116) 0.046 (0.033–0.058) 0.911 0.896 0.053 12,941.394 13,138.628
7 151.762 (113) 0.035 (0.018–0.048) 0.950 0.940 0.047 12,909.442 13,117.634
8 167.821 (113) 0.041 (0.027–0.054) 0.929 0.915 0.050 12,927.603 13,135.795
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Summary
This study assessed the underlying factor structure of the 
Child PTSD Symptom Scale in youth survivors of the 2015 
Gorkha earthquake in Nepal. The three-factor DSM-IV 
model fit the data best in the EFA, however, when compar-
ing this to other proposed models in a CFA, the four-factor 
King model fit best. The CPSS showed good psychometric 
properties, with a high internal consistency and no evi-
dence of differential item functioning by age or gender. 
Neither overall PTSD nor any of the symptom clusters 
(avoidance, numbing, re-experiencing, and hyperarousal) 
were correlated with functional impairment. Inconsistent 
psychometric results across contexts and methodologies 
(EFA/CFA) suggest that our current theoretical conceptu-
alizations and empirical models of posttraumatic stress in 
children are lacking. With death by suicide, anxiety, and 
increasing challenges facing these vulnerable children, it 
is essential that we improve our understanding of child 
posttraumatic stress. This study demonstrates the feasibil-
ity—and importance—of psychometric evaluations. Future 
studies must explore the properties of their instruments to 
assure internal validity and allow for cross-study compari-
sons, thus improving our understanding of posttraumatic 
stress within children.
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